The Supervisors of Anaesthetic Training in Australia and New Zealand were surveyed and asked to report any cases of chemical dependence from anaesthetic registrars at their hospital from 1981 to 1991. From 83 questionnaires there were 65 (78%) returned There were 14 departments (22%) with experience of one or more cases during this interval. Only five (7%) reported conducting a lecture or tutorial on the problem. The departmental reports covered 4425 registrar years of training and there were 17 cases reported. Of these, 13 were complete and are considered in detail. It is estimated that 1.3 % of those who entered anaesthetic training during the interval were recognised to become chemically dependent during their training. Follow-up was available on only six of the 13 registrars and only one was reported to have completed training. The results of this survey indicate that chemical dependence is already a major health problem amongst anaesthetic registrars in Australia and New Zealand.
Chemical dependence and substance abuse in anaesthetists has been the subject of several publications in the United States but there is little data available from other countries. Medical practitioners may have a higher incidence of problems related to chemical dependence than the general community IJ but this has been refuted. 4, 5 Whatever the overall incidence, there is good evidence indicating an overrepresentation of anaesthetists relative to other medical practitioners. [6] [7] [8] [9] [10] There have been reports in the general press of tragic incidents in Australia, but there has been no published data on the magnitude of the problem of chemical dependence amongst Australian anaesthetists or anaesthetic registrars.
While individual psychiatrists may have considerable experience in dealing with the problems of chemical dependence in medical practitioners, concern for confidentiality within a small anaesthetic community has prevented general awareness of the problem.
The first aim of this survey was to determine the incidence of chemical dependence recognised in anaes-thetic registrars and to look for evidence of any change in the incidence over the past ten years. The second aim was to report the patterns of drug(s) abused for comparison with patterns reported elsewhere. The third aim was to record the outcome of those registrars recognised as chemically dependent during their training.
METHOD
The current mailing list of Supervisors of Anaesthetic Training was obtained from the Australian and New Zealand College of Anaesthetists. A letter was sent to Supervisors of Training asking for assistance and enclosing a two-part questionnaire. There was no identifying information on the questionnaire so that anonymity was possible. It was considered that although Directors of Anaesthesia may have been appointed for longer and may have had more knowledge of whether or not there were cases, the Supervisors of Training would have more ready access to the numbers of trainees and the content of the tutorial program. Supervisors of Training were asked to consult the Department Head if they were unsure of any of the information requested. Another reason for sending the questionnaires to Supervisors of Training was that it was expected that the majority would have no cases to report and would therefore only have to report on the number of trainees and whether or not their program included teaching about chemical dependence.
The first part of the questionnaire asked for in-formation on the numbers of anaesthetic registrars in the department from 1981 to 1991 inclusive, the duration for which the person reporting would have had knowledge of any problems of chemical depend~ ence amongst the anaesthetic registrars, whether or not the department had a lecture or tutorial on chemical dependence and asked the number of cases, if any, of chemical dependence which had occurred during the survey period. The second part of the questionnaire asked for the year in which the problem presented, the year of training, details of the registrar, the mechanism of identification and the features evident at the time. Information was also sought concerning treatment, return to work, completion of training and any followup available. A follow-up letter was sent to Supervisors of Training six weeks later. This letter asked for any outstanding questionnaires to be returned and invited requests for replacement of questionnaires which had been misplaced.
The question asking which drug was involved had been omitted from the case report sheets in the first mailing. An additional sheeting asking this question was sent with the follow-up letter for completion of case reports which had been submitted.
The Poisson distribution was used for analysis of events.
RESULTS
Of the 83 questionnaires posted, 65 (78 070) were returned. Of the 65 departments which replied, five (7070) reported having a tutorial or lecture and 14 (22070) reported at least one case. Three of the departments reported two cases. The replies accounted for 4425 registrar years of training.
There were 17 cases reported but three reports were incomplete and two cases were excluded because the reports related to known drug use outside of work which had not at the time of reporting caused any problem at work. There were 13 cases with complete reports which are considered in detail.
The results are summarised in Tables 1-7 . Nearly half of the registrars were reported to be using more than one drug. Although two registrars self-reported and were apparently functioning normally, the others showed a range of disturbances of social and professional conduct. Information was sought on anaesthetic registrars rather than on specialist anaesthetists, because to depend on self-reporting by specialists would certainly underestimate the incidence of chemical dependence as a problem. Furthermore, the difficulty in obtaining a suitable mailing list from any source, and the likely low response rate would have made interpretation even more difficult.
Definitions of chemical dependence and substance abuse were not provided as part of the survey. It was thought that such detail would diminish the response rate and be of limited value to the retrospective questionnaire. That drug use became recognised as a problem at work confirms substance abuse and implies chemical dependence according to some definitions. 1 The replies account for 4425 The calculated incidence may be higher than the true incidence if departments who have experience of this problem are more likely to reply than those with no experience. Non-respondents could not be followed up because anonymity was maintained. The incidence calculated may be lower than the true incidence if any departments have given the total number of registrars seen by the department rather than the number of registrar years. Although the number of registrars included in the Department Reports is 523, the total number of trainees registered with the College of Anaesthetisrs is only 426 for the whole of Australia and New Zealand. This suggests that registrars have been counted as the total number who work in a department during a year and may have been "double counted" whilst on rotations to different hospitals. Because of this and the probable incomplete identification of all cases, the calculated incidence should be regarded as a minimum estimate. The case reports suggest that the incidence may be increasing but there is no trend reaching statistical significance.
The year of training at the time of recognition is of concern in that nine of the 13 cases were recognised during the first two years of training. Given that chemical dependence has a long prodrome leading to a rapid decline, this pattern is consistent with the suggestion previously made 10 that access to drugs may be a factor in anaesthesia as a career choice for those who become chemically dependent.
The range of the drugs used and the outcomes are similar to those reported elsewhere. 1.912 In this survey, both anaesthetic trainees who became addicted to opioid analgesies and who returned to anaesthesia relapsed. No follow-up is available on two others. Although the ()verall recovery rate for chemically dependent physicians is encouraging, 1.10-16 the same cannot be said for anaesthetist opioid addicts. It has been suggested that many program directors in North America will probably feel that re-entry to anaesthesia after opioid abuse represents an unacceptable risk. 11 The risk may be even more unacceptable in Australia where treatment programs are less well developed, and where doctors tend to present later and with more severe problems than in other countries. 13 In Australia we are also without Naltrexone, an orally administered long acting opioid antagonist which can be used as an aid to re-entry to practice. 17 A significant problem arises if the risk of re-entry to work is seen as unacceptable. Possible return to work represents one of the few enticements that can be offered to direct anaesthetic registrars to therapy at the time of intervention. If the prospect of return to anaesthesia is not available, it may be even more difficult to encourage an impaired registrar to seek treatment. Details of the way in which intervention should be handled are of great importance 18 but are beyond the scope of this report.
There is a Doctors' Health Advisory Service in each State of Australia and in New Zealand. These services differ in their structure, their relationship to the state Medical Board (or Council) and their capacity to be of assistance. Each service is able to give advice to doctors on sources of appropriate help with personal health problems. This advice can be given confidentially. The telephone numbers of the Doctors' Health Advisory Services are listed in the Appendix.
A more difficult problem is obtaining adequate help when we are concerned about one of our colleagues. Advice from an advisory service to "tell him to ring me for a chat about the problem" or the offer of an individual counsellor from the service contacting an addicted doctor to offer help are approaches which are unlikely to be successful. They may be positively dangerous. 18 Either approach is likely to fail because of the immensely powerful denial which is almost a uniform feature of addiction. Unless intervention is carefully planned and structured, the denial and anger of the addict may overcome the will of those trying to help and the intervention will fail to bring the addict to effective treatment.
An alternative approach for a doctor concerned about a colleague is to directly contact a psychiatrist known to be interested in the treatment of doctors with drug and alcohol problems. In consultation with the psychiatrist, an intervention can be planned which is appropriate to the clinical and professional situation.
It is also of help that some of the Medical Boards have attempted to make the interaction between a doctor, who is ill, and the Medical Board less threatening. Boards may have the power, as is the case in Victoria after the 1991 amendments to the Medical Practitioners Act 1970, to appoint an assessor whose task it would be to have contact with a doctor believed to be mentally or physically unwell and therefore unfit to practise, and to arrange for an independent medical examination. Depending on the result of this independent examination, a voluntary written undertaking may be made between the doctor and the assessor. Such agreements may relate to continuation of treatment, to limitations of practice or to cessation of practice until recovery. Where voluntary undertakings are not given or are broken, the Board retains powers to hold an inquiry under Section 18 of the Act. The changes to the Act should be of considerable assistance.
A clear deficiency in our capacity to deal with addicted doctors and to offer them the possibility of return to work is the absence of effective advocacy. An advocacy service, to be effective, must be able to give impartial advice to Medical Boards, employers and to other organisations such as Medical Defence organisations as required. Such services need to be in regular contact with the recovering doctor and the treating doctor and be able to give advice to the others that the addiction from which the doctor is recovering does not impair the doctor's capacity to practise. There are currently no services with sufficient resources and with the structural independence to be able to make impartial and independent judgements of this type.
The pattern of drug use in this survey is similar to that reported from the United States more than 10 years ago. 7 The current incidence according to the American Society of Anesthesiologists is 1.71I!o of those entering training and 0.7% per annum. 19 Substance abuse is already a significant problem for anaesthetic registrars in Australia and New Zealand and for those involved in their training and care. The incidence is similar to that which exists in the United States and has reached this level before pethidine has been surpassed by fentanyl as the most commonly abused drug. One must ask "What will the incidence be in two years' time?".
The survey also emphasises the need for departments to develop appropriate policies to deal with cases as they arise. The importance of an appropriately planned intervention which will result in entry to effective treatment cannot be over emphasised. The anaesthetic community also has a responsibility to develop strategies which reduce the risks to anaesthetists and to develop systems which may help addicted anaesthetists return to appropriate medical practice.
